I npatient hyperglycemia and hypoglycemia are associated with increased morbidity, mortality, and cost (1, 2) . Nonadherence to published guidelines (3), inadequate hypoglycemia precautions, delayed titration of insulin, and regular insulin sliding-scale use are widely prevalent practices associated with worse dysglycemia (4, 5) . Many residents (while acknowledging that inpatient dysglycemia is a common problem) profess limited knowledge and motivation to treat it (6, 7) .
Clinician-driven quality improvement strategies including clinician-directed audit-and-feedback cycles improved outcomes in resident-treated ambulatory patients with diabetes (8, 9) . We designed an interactive course that increased resident confidence and knowledge (10) and studied its effect on inpatient glycemia.
RESEARCH DESIGN AND METHODS-All 116 medicine residents at Mount Sinai Hospital were asked to undergo a curriculum with 10 case studies illustrating the management of inpatient dysglycemia in fall 2008. Residents on ambulatory or elective rotations were assigned to two 90-min small-group classroom sessions. All other residents underwent online training of similar duration with flexible timing. Endocrinology fellows identified educational gaps in chart reviews after the initial course and generated a 45-min online refresher course with seven short modules for all participants in spring 2009. All online education used the MENTOR platform by PRESENT e-Learning, a Web 2.0 platform integrating narrated PowerPoint slides and interactive embedded didactic quizzes that had to be completed to progress through the modules (11 We analyzed admissions to two general medicine wards with at least four BG measurements and a length of stay ,45 days to deemphasize nonmedical factors leading to extremely long or short stays. To avoid oversampling abnormal data (12) , all BG values within a 3-h window were considered duplicates, and the earliest value was called "event blood glucose" (eBG). Moreover, each admission was assigned a study-specific designation: "hypoglycemia," at least one eBG ,70 mg/dL; "euglycemia," all eBGs within the 70-200 mg/dL range; "mild hyperglycemia," $50% of eBGs in the euglycemia range of 70-200 mg/dL and no eBGs .300 mg/dL, or $75% of eBGs in the euglycemia range and one eBG .300 mg/dL; "moderate hyperglycemia," ,50% of eBGs in the euglycemia range and no eBGs .300 or ,70 mg/dL, or ,75% of eBGs in the euglycemia range and one eBG .300 mg/dL; and "severe hyperglycemia," two or more eBGs .300 mg/dL. Admissions that qualified for both "hypoglycemia" and "severe hyperglycemia" received the additional designation "wide fluctuation."
Given nonnormal eBG distribution, the primary outcome was change in median eBG from In the six analyzed timeframes, 8,947 eBGs were generated from the two studied wards (Table 1) CONCLUSIONS-Our curriculum is one of the largest educational interventions teaching inpatient diabetes management to medicine residents. Its wide adoption bolsters the validity of patient BG outcomes.
The intervention achieved its primary aim: lower median eBG and fewer eBGs .200 mg/dL. However, this accomplishment came at the expense of a doubling of hypoglycemic events. In chart analyses, endocrinology fellows identified increased prevalence and worse documentation of hypoglycemia, as well as wide BG fluctuation as the main weakness of patient care after the initial course. This may have resulted from overemphasizing tight glycemia (13) , deficits in the educational intervention, or a discrepancy between learning and action. The frequent hypoglycemic events prompted remediation in the refresher course. Increased BG toward the end of the academic year may therefore have been caused by this countermeasure. Future course material must incorporate updated BG targets and emphasize hypoglycemia prevention.
The modest number of analyzed admissions is a limitation of this study. Moreover, inpatient glycemia is subject to many confounders beyond resident control; altered BG targets may apply for different populations (14) , and patients may not comply with hospital diets, monitoring, or treatment. Other caregivers or electronic ordering systems may influence diet or medication administration (15) .
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